Conclusions: Interventional delivery modes and maternal and fetal complications increase in frequency well before the accepted 3-hour guideline. Extension of the second stage exposes women and babies to excess risk of complications.
Postpartum hemorrhage remains a major course of maternal morbidity and mortality. Uterine artery embolisation is widely used in the management of obstetric hemorrhage. We report unusual complications, mesenteric venous thrombosis and uterine synechiae, after uterine artery embolisation for postpartum bleeding due to placenta accrete. A 28-year-old woman (gravida 0, para 0) was transferred because of refractory postpartum bleeding due to placenta accrete. She delivered a baby via vaginal at 38.6 weeks gestation and then incomplete manual placental removal due to accreta caused refractory vaginal bleeding so selective uterine embolisation was done with absorbable Gelfoam pledget. A few days after procedure, we removed the remaining placenta with forceps and she was discharged. 2weeks later she visited the emergency room with fever and abdominal pain. Abdomen CT reveals fluid collection containing multiple air-bubbles in enlarged uterus and filling defect in inferior mesenteric vein, so concluded postpartum pyometra and mesenteric veneous thrombosis. We treated with antibiotics and warfarin. After 1months later she complained amenorrhea due to uterine synechiae so hysteroscopic surgery was performed to remove the adhesion.
Ischemic complication of uterine artery embolisation are rare because physiological change in the uterus to protect against ischemic injury. Although ischemic complications of artery embolisation are very rare, but they can develop. Radiologist and Obstetricians should be aware of this complication and warn the patient about it before performing the procedure.
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Sonographic demonstration of a third degree perineal tear after delivery
Anal incontinence secondary to pelvic floor injury is an underestimated complication of vaginal childbirth. The reported incidence of ''obstetric anal sphincter injuries'' OASIS is 2.5%. However there is growing evidence that a large proportion of cases are missed. This is a reason for concern, as unrepaired tears are associated with subsequent anal incontinence. Transperineal three-dimensional 3D sonography with tomographic ultrasound imaging (TUI) is accurate in the diagnosis of OASIS. This examination is usually performed months after delivery. We herein report a case in which an anal sphincter tear was clinically missed but detected by sonography immediately after delivery allowing appropriate repair. A 32-years-old primigravida delivered spontaneously a 3270 gr infant. A second degree perineal tear was clinically diagnosed. Prior to the surgical repair, a 3D transperineal sonogram was performed. Once the volume was captured, the Omniview software (GE Healthcare) was activated in the static 3D mode. Tomographic ultrasound imaging (TUI) was the used to confirm our findings and a significant EAS defect was found. Following surgical exploration a third degree perineal tear was confirmed and the anal sphincter was subsequently repaired. Four months later, the patient underwent a clinical and sonographical examination, confirming a proper repair of third degree tear. At the moment of this writing, she does not complain of symptoms of anal incontinence.
Three-dimensional transperineal ultrasound allows detailed evaluation of the internal and external anal sphincters. Conceiving routine post-partum scanning of the perineum is unrealistic, but we report this case because we find remarkable that OASIS was clearly seen on the sonogram while it escaped an initial probably hasty clinical examination. As far as we know this is the first demonstration of OASIS immediately after delivery, and it was clearly advantageous for the patient, who could be effectively treated. Vaginal hematoma is infrequent. Despite its impact on women's health, the optimal management of this complication remains unclear.
We present the case of a 33 years old primiparous woman after instrumental delivery due to prolonged second stage with right mediolateral episiotomy. Two hours postpartum, the woman referred asthenia and throbbing increasing rectal pain. On vaginal exploration, a large right vaginal hematoma was diagnosed. The supralevator position of the hematoma and its dimensions (mean diameter of 10 cm) were clearly demonstrated by 3D transperineal ultrasound (TPUS) (figure 1). The attending physician decided to drain surgically the hematoma under general anesthesia with vaginal tamponade. After the surgical procedure, despite being clinically stable, real-time TPUS showed active bleeding into the hematoma and depicted clearly the bleeding vessel. The patient was thus subjected to angiographic evaluation, which confirmed active arterial bleeding inside the hematoma. The decision was made to selectively embolise the bleeding vessel with gelatin foam, which was performed successfully. The post-procedure period was uneventful; the hematoma dimensions gradually decreased in the following days and the woman was discharged 4 days after delivery. In our case, 2D and 3D TPUS were useful in the diagnosis of vaginal hematoma cranial extension and dimensions. More importantly, it helped in promptly intervening with selective embolisation of the vessel feeding the hematoma by visualising it.
Supporting information can be found in the online version of this abstract
